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Show one page at a time Question 1 AM is a 25 year old male who is currently taking prednisone for his ulcerative colitis (UC) however his 
E 10: 10550 relapse is not being managed by corticosteroid therapy. His physician is asking for a recommendation. 


Incorrect 


E ag question Which of the following is most appropriate? 


(sena reesoace 


Select one: 


Stop prednisone and'start azathioprine % 

Stop prednisone and stat * : 

AM on infliximab Rose Wang (ID:113212) this answer is incorrect. During a UC 
relapse, additional therapy is required. 


Stop prednisone and start methotrexate + folic acid % 


Stop prednisone and start infliximab + azathioprine ¥ 


Marks for this submission: 0.00/1.00. 
TOPIC: Ulcerative Colitis (UC) / Crohn's Disease (CD) 

LEARNING OBJECTIVE: 

To understand a treatment plan for patients with corticosteroid-resistant ulcerative colitis (UC). 
BACKGROUND: 


Inflammatory Bowel Disease (IBD) is mainly made up of two disorders, ulcerative colitis (UC) and Crohn's 
Disease (CD). UC is a chronic inflammatory condition with periods of relapse and remission, limited to 
continuous, diffuse and shallow inflammation of the mucosal layer of the colon. It can present as chronic 
diarrhea, rectal bleeding and abdominal pain relieved by defecation (UC classic triad). CD is a chronic 
inflammatory condition that involves transmural, patchy and discontinuous inflammation which can result in 
skip lesions. Due to the different inflammation pattems of CD, sinus tracts occur leading to micro- 
perforations and fistulae. CD can present as abdominal pain, diarrhea and weight loss (CD classic triad), CD 
can also occur anywhere along the gastrointestinal tract (from mouth to anus) whereas UC is more localized 
to the terminal ileum, colon or rectum. There are risk factors that have been linked to developing IBD. These 
include age, infection, family history, Caucasian ethnicity, western diet, psychological stress, and 
environmental factors (e.g, bacterial, viral, dietary antigens). 


There are two purposes of pharmacologic treatment in IBD. The first purpose is to induce remission, and the 
second purpose is to maintain remission. Different clinical classifications (mild, moderate, severe) have 
different treatments to induce remission. Some therapies can be used for both remission and maintenance 
such as 5-ASA/mesalamine, sulfasalazine, and biologic therapy (e.g. infliximab, adalimumab). Some therapies 
are only used for maintenance and not induction of remissions such as immunomodulators (e.g. azathioprine, 
6-mercaptopurine or methotrexate). Methotrexate has been shown to be effective for CD, however, in UC 
there is conflicting evidence for its use and thus alternative immunomodulators are trialled first. Some 
therapies can only be used to induce remission and not for maintenance such as corticosteroids (eg. 
prednisone) and cyclosporine. Corticosteroid use is only used to achieve remission in IBD and not for 
maintenance due to severe side effects from long term use such as osteoporosis and avascular necrosis of 
the femoral head, Thus re-assessment of steroid symptomatic control should be done at 2 weeks from the 
start of therapy. If the patient is not improving, consider them to have corticosteroid-resistant UC. 


In corticosteroid-resistant UC, therapy involves biologic therapy + an immunomodulator (e.g. azathioprine, 6- 
mercaptopurine or methotrexate). After 8-12 weeks, if patients symptoms improve dual therapy can be 
continued or monotherapy with just the biologic is an option. If the patient has not improved, an alternative 
biologic + an immunomodulator can be trialled, Again after 8-12 weeks, an assessment can be made to 
continue dual therapy or switch to biologic monotherapy. 


RATIONALE: 
Correct Answer: 


(Option #4): In corticosteroid-resistant UC, biologic therapy + an immunomodulator is an appropriate 
recommendation. 


Incorrect Answer: 


(Option #1): Azathioprine is for maintenance of UC. 
(Option #2): During a UC relapse, additional therapy is required. 
(Option #3): Methotrexate has conflicting evidence for its use in UC. 


TAKEAWAY/KEY POINTS: 


In corticosteroid-resistant UC, dual therapy with biologic therapy + an immunomodulator is appropriate. Re- 
assessment of relapse status should be completed in 8-12 weeks post-initiation of therapy. 
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The correct answer is: Stop prednisone and start infliximab + azathioprine 


AP is a 28 year old female at your clinic who is currently on 6-mercaptopurine for Crohn's disease (CD) 
maintenance therapy and is well-controlled. 


She is trying to conceive and is wondering if these drugs are safe during pregnancy and while breastfeeding. 


Select one: 
Switch maintenance therapy to methotrexate * 


Switch maintenance therapy to prednisone * 


Continue {v 
naran Rose Wang (ID:113212) this answer is correct. 6-mercaptopurine use is 
en considered low-risk during pregnancy and breastfeeding. 


Switch maintenance therapy to ciprofloxacin * 


Marks for this submission: 1.00/1.00. 


TOPIC: Ulcerative Colitis (UC) / Crohn's Disease (CD) 
LEARNING OBJECTIVE: 


To understand medications options in pregnancy and breastfeeding for patients with inflammatory bowel 
disease (IBD). 


BACKGROUND: 


Inflammatory Bowel Disease (IBD) is mainly made up of two disorders, ulcerative colitis (UC) and Crohn's 
Disease (CD). UC is a chronic inflammatory condition with periods of relapse and remission, limited to 
continuous, diffuse and shallow inflammation of the mucosal layer of the colon. It can present as chronic 
diarrhea, rectal bleeding and abdominal pain relieved by defecation (UC classic triad). CD is a chronic 
inflammatory condition that involves transmural, patchy and discontinuous inflammation which can result in 
skip lesions. Due to the different inflammation patterns of CD, sinus tracts occur leading to micro- 
perforations and fistulae. CD can present as abdominal pain, diarrhea and weight loss (CD classic triad). CD 
can also occur anywhere along the gastrointestinal tract (from mouth to anus) whereas UC is more localized 
to the terminal ileum, colon or rectum 


There are two purposes of pharmacologic treatment in IBD. The first purpose is to induce remission, and the 
second purpose is to maintain remission. Different clinical classifications (mild, moderate, severe) have 
different treatments to induce remission. Some therapies can be used for both remission and maintenance 
such as 5-ASA/mesalamine, sulfasalazine, and biologic therapy (e.g. infliximab, adalimumab). Some therapies 
are only used for maintenance and not induction of remissions such as immunomodulators (eg. azathioprine, 
6-mercaptopurine or methotrexate). Some therapies can only be used to induce remission and not for 
maintenance such as corticosteroids (e.g. prednisone) and cyclosporine. Corticosteroid use is only used to 
achieve remission in IBD and not for maintenance due to severe side effects from long term use such as 
osteoporosis and avascular necrosis of the femoral head. 


Pregnant women with inflammatory bowel disease have a greater risk of preterm birth, low birth weight, and 
miscarriages, Studies have shown that one-third of the patients in remission during conception can relapse 
during pregnancy and two-thirds will likely remain in remission during pregnancy. It is recommended, 
medications that cause adverse effects during pregnancy be discontinued, when possible. The risk of fetal 
drug exposure versus the benefit of discontinuation of the medications (risk of flares) needs to be discussed. 
Azathioprine (AZA) and 6-mercaptopurine (6MP) should be continued during pregnancy because they are 
associated with a high relapse rate. Also, they are considered low-risk in pregnancy and breastfeeding (dose 
administration separated by at least 2 hours when breastfeeding). Methotrexate is contraindicated in 
pregnancy and breastfeeding owing to its teratogenic effects. Corticosteroids are considered low-risk during 
pregnancy however, they don't maintain remission only induce it. Ciprofloxacin is not recommended in 
pregnant women because it can cause cartilage damage and arthropathy. In contrast, studies have shown 
similar results in control versus test groups. Therefore, it is only used if there are no other options available. 


RATIONALE: 
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Incorrect 


(Option #3 
Incorrect Answer: 


6-mercaptopurine use is considered low-risk during pregnancy and breastfeeding. 


(Option #1): Methotrexate is contraindicated in pregnancy. 

(Option #2): Corticosteroids are considered low-risk during pregnancy however, they are not recommended 
for maintenance. 

(Option #4): Ciprofloxacin is not recommended in pregnant women because it can cause cartilage damage 
and arthropathy. 


TAKEAWAY/KEY POINTS: 


Azathioprine (AZA) and 6-mercaptopurine (6MP) are considered low-risk during pregnancy and 
breastfeeding. Methotrexate is contraindicated. 
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The correct answer is: Continue current regimen 


THE NEXT 3 QUESTIONS INCLUSIVE REFER TO THE FOLLOWING: 


HP is a 23 year old male who comes to your clinic complaining about chronic diarrhea (3 stools/day) 
with abdominal pain and a little blood. He also states, that his abdominal pain is relieved when he 
defecates. The physician runs some diagnostic tests and confirms that HP has ulcerative colitis, 
specifically ulcerative proctitis (disease limited to the rectum). HP has no medical conditions and no 
known allergies. 


What pharmacologic treatment do you recommend? 


Select one: 
Rectal 5-aminosalicylic acid Y 
Oral azathioprine and 6-mercaptopurine % 


Rectal x 


budesonide Rose Wang (ID: 113212) this answer is incorrect. Used when rectal or oral 5- 


aminosalieylie acid (5-ASA) is ineffective at inducing remission. 


Oral 5-aminosalicylic acid % 


Marks for this submission: 0.00/1.00. 

TOPIC: Ulcerative Colitis (UC) / Crohn's Disease (CD) 

LEARNING OBJECTIVE: 

To understand the therapeutic options for patients with mild to moderate ulcerative colitis (UC). 
BACKGROUND: 


Inflammatory Bowel Disease (IBD) is mainly made up of two disorders, ulcerative colitis (UC) and Crohn's 
Disease (CD). UC is a chronic inflammatory condition with periods of relapse and remission, limited to 
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ae 
diarrhea, rectal bleeding and abdominal pain relieved by defecation (UC classic triad). CD is a chronic 
inflammatory condition that involves transmural, patchy and discontinuous inflammation which can result in 
skip lesions. Due to the different inflammation pattems of CD, sinus tracts occur leading to micro- 
perforations and fistulae. CD can present as abdominal pain, diarrhea and weight loss (CD classic triad), CD 
can also occur anywhere along the gastrointestinal tract (from mouth to anus) whereas UC is more localized 
to the terminal ileum, colon or rectum. 


Mild UC presents with < 4 loose stools/day, with or without blood, no systemic toxicity, and a normal ESR. 
Moderate UC presents with > 4 loose stools/day, mild anemia, abdominal pain (not severe), minimal systemic 
toxicity (e.g. low-grade fever) and no weight loss. Severe UC presents with > 6 loose stools/day, severe 
cramps, systemic toxicity (e.g. fever, tachycardia, anemia, elevated ESR), and rapid weight loss. 


Pharmacological therapy for mild ulcerative colitis is initially treated with oral or rectal 5-ASA/mesalamine. 
Symptoms are re-assessed in 4-8 weeks, Moderate-severe ulcerative colitis is also treated with oral 5- 
ASA/mesalamine and oral prednisone may be added if remission is not achieved. The addition of 
immunomodulators (e.g. azathioprine, 6-mercaptopurine and methotrexate) for maintenance or biologic 
therapy (e.g. vedolizumab) +/- immunomodulator therapy are also considered (especially if UC patients are 
treatment resistant to achieving remission). 


UC can be further broken down to describe the degree of colonic/rectum involvement. Therapeutic options 
can vary according to the progression of the disease, and the severity of the disease. Ulcerative proctitis is 
when the disease is limited to the rectum. Ulcerative proctosigmoiditis is when the disease is limited to the 
rectum and sigmoid colon. Initial treatment for patients with mild-to-moderate ulcerative proctitis or 
proctosigmoiditis is rectal 5-aminosalicylic acid (ASA) because it can reduce the severity and induce 
remission. Those unwilling to use rectal therapy can be treated with oral 5-ASA. 


RATIONALE: 

Correct Answer: 

(Option #1): First-line therapy for patients with mild to moderate disease in ulcerative proctosigmoiditis. 
Incorrect Answer: 


(Option #2): Used in moderate to severe disease with recurrent flares as maintenance. 

(Option #3): Used when rectal or oral 5-aminosalicylic acid (5-ASA) is ineffective at inducing remission. 
(Option #4): Patients who are unwilling or don’t respond to topical 5-aminosalicylic acid (5-ASA) can use this 
option. 

TAKEAWAY/KEY POINTS: 


Rectal 5-ASA is first-line in the treatment of mild ulcerative proctosigmoiditis (isolation to inflammation of 
the rectum/sigmoid colon). Oral 5-ASA is also an appropriate first-line option if patients are unwilling or 
unable to tolerate rectal therapy. 
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The correct answer is: Rectal 5-aminosalicylic acid 


Assume HP is started on oral and rectal 5-aminosalicylic acid (5-ASA). HP comes back after 5 weeks 
and complains that he is still experiencing diarrhea with abdominal pain and blood. The physician 
comes to you for a recommendation. 


Which of the following statements is correct: 


Select one: 
Add rectal corticosteroid to the current regimen * 
Replace rectal 5-ASA with rectal corticosteroid Y 
Start IV steroids * 


Continue current x 


S E Rose Wang (ID:113212) this answer is incorrect. HP is not responding to 
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TOPIC: Ulcerative Colitis (UC) / Crohn's Disease (CD) 

LEARNING OBJECTIVE: 

To understand how to manage treatment failure in mild ulcerative colitis. 
BACKGROUND: 


Inflammatory Bowel Disease (IBD) is mainly made up of two disorders, ulcerative colitis (UC) and Crohn's 
Disease (CD). UC is a chronic inflammatory condition with periods of relapse and remission, limited to 
continuous, diffuse and shallow inflammation of the mucosal layer of the colon. It can present as chronic 
diarrhea, rectal bleeding and abdominal pain relieved by defecation (UC classic triad). CD is a chronic 
inflammatory condition that involves transmural, patchy and discontinuous inflammation which can result in 
skip lesions. Due to the different inflammation pattems of CD, sinus tracts occur leading to micro- 
perforations and fistulae. CD can present as abdominal pain, diarrhea and weight loss (CD classic triad). CD 
can also occur anywhere along the gastrointestinal tract (from mouth to anus) whereas UC is more localized 
to the terminal ileum, colon or rectum. 


Mild UC presents with < 4 loose stools/day, with or without blood, no systemic toxicity, and a normal ESR. 
Moderate UC presents with > 4 loose stools/day, mild anemia, abdominal pain (not severe), minimal systemic 
toxicity (e.g. low-grade fever) and no weight loss. Severe UC presents with > 6 loose stools/day, severe 
cramps, systemic toxicity (e.g. fever, tachycardia, anemia, elevated ESR), and rapid weight loss. 


Pharmacological therapy for mild ulcerative colitis is initially treated with oral or rectal 5-ASA/mesalamine. 
Symptoms are re-assessed in 4-8 weeks. Maderate-severe ulcerative colitis is also treated with oral 5- 
ASA/mesalamine and oral prednisone may be added if remission is not achieved. The addition of 
immunomodulators (e.g. azathioprine, 6-mercaptopurine and methotrexate) for maintenance or biologic 
therapy (e.g. vedolizumab) +/- immunomodulator therapy are also considered (especially if UC patients are 
treatment resistant to achieving remission). 


UC can be further broken down to describe the degree of colonic/rectum involvement. Therapeutic options 
can vary according to the progression of the disease, and the severity of the disease. Ulcerative proctitis is 
when the disease is limited to the rectum. Ulcerative proctosigmoiditis is when the disease is limited to the 
rectum and sigmoid colon. Initial treatment for patients with mild-to-moderate ulcerative proctitis or 
proctosigmoiditis is topical (rectal) 5-aminosalicylic acid (ASA) because it can reduce the severity and induce 
remission. Those unwilling to use rectal therapy can be treated with oral 5-ASA. In the case of treatment 
failure with rectal 5-aminosalicylic acid (5-ASA), oral 5-ASA is added to the current regimen. However, if 
failure with oral and rectal 5-ASA, generally oral 5-ASA is continued, rectal 5-ASA is dropped and replaced 
with rectal corticosteroids to spare systemic side effects. If the patient's symptoms are moderate to severe or 
if they have not benefited from rectal corticosteroid therapy, this is when oral therapy with corticosteroids is 
considered. 


RATIONALE: 

Correct Answer: 

(Option #2): Oral 5-ASA is continued and rectal or oral corticosteroids are added in place of rectal ASA. 
Incorrect Answer: 


(Option #1): Rectal 5-ASA is discontinued (ie. no triple therapy). 

(Option #3): IV steroids are not used in mild to moderate UC. 

(Option #4): HP is not responding to current therapy extending the length of time will not change the 
response, 


TAKEAWAY/KEY POINTS: 


If treatment failure occurs in mild ulcerative colitis on oral and rectal 5-ASA, topical 5-ASA can be dropped in 
favour of rectal or oral corticosteroid therapy to help achieve remission. 
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The correct answer is: Replace rectal 5-ASA with rectal corticosteroid 
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Assume it is HP's first episode of mild ulcerative colitis (UC) and he responded well to hi: 
therapy of oral and topical 5-aminosalicylic acid (5-ASA). 


Is maintenance therapy required for HP? 


Select one: 


Yes, start HP ona {v 7 o 
manen EOT Rose Wang (ID:113212) this answer is correct. Once remission is 


Se eae ei achieved with 5- ASA, continue oral or rectal 5-ASA for 
maintenance. 


Yes, start HP on a maintenance regimen of methotrexate * 
Yes, start HP on a maintenance regimen of corticosteroid therapy * 


No, maintenance therapy is not recommended X 


Marks for this submission; 1.00/1.00. 

TOPIC: Ulcerative Colitis (UC) / Crohn's Disease (CD) 

LEARNING OBJECTIVE: 

To understand when maintenance therapy is required in ulcerative colitis. 
BACKGROUND: 


Inflammatory Bowel Disease (IBD) is mainly made up of two disorders, ulcerative colitis (UC) and Crohn's 
Disease (CD). UC is a chronic inflammatory condition with periods of relapse and remission, limited to 
continuous, diffuse and shallow inflammation of the mucosal layer of the colon. It can present as chronic 
diarrhea, rectal bleeding and abdominal pain relieved by defecation (UC classic triad). CD is a chronic 
inflammatory condition that involves transmural, patchy and discontinuous inflammation which can result in 
skip lesions. Due to the different inflammation pattems of CD, sinus tracts occur leading to micro- 
perforations and fistulae. CD can present as abdominal pain, diarrhea and weight loss (CD classic triad), CD 
can also occur anywhere along the gastrointestinal tract (from mouth to anus) whereas UC is more localized 
to the terminal ileum, colon or rectum. 


Mild UC presents with < 4 loose stools/day, with or without blood, no systemic toxicity, and a normal ESR. 
Moderate UC presents with > 4 loose stools/day, mild anemia, abdominal pain (not severe), minimal systemic 
toxicity (e.g. low-grade fever) and no weight loss. Severe UC presents with > 6 loose stools/day, severe 
cramps, systemic toxicity (e.g. fever, tachycardia, anemia, elevated ESR), and rapid weight loss. 


Pharmacological therapy for mild ulcerative colitis is initially treated with oral or rectal 5-ASA/mesalamine. 
Symptoms are re-assessed in 4-8 weeks. Maderate-severe ulcerative colitis is also treated with oral 5- 
ASA/mesalamine and oral prednisone may be added if remission is not achieved. The addition of 
immunomodulators (e.g. azathioprine, 6-mercaptopurine and methotrexate) for maintenance or biologic 
therapy (e.g. vedolizumab) +/- immunomodulator therapy are also considered (especially if UC patients are 
treatment resistant to achieving remission). 


UC can be further broken down to describe the degree of colonic/rectum involvement. Therapeutic options 
can vary according to the progression of the disease, and the severity of the disease. Ulcerative proctitis is 
when the disease is limited to the rectum. Ulcerative proctosigmoiditis is when the disease is limited to the 
rectum and sigmoid colon. Initial treatment for patients with mild-to-moderate ulcerative proctitis or 
proctosigmoiditis is topical (rectal) 5-aminosalicylic acid (ASA) because it can reduce the severity and induce 
remission. Those unwilling to use rectal therapy can be treated with oral 5-ASA. In the case of treatment 
failure with rectal 5-aminosalicylic acid (5-ASA), oral 5-ASA is added to the current regimen. However, if 
failure with oral and rectal 5-ASA, generally oral 5-ASA is continued, rectal 5-ASA is dropped and replaced 
with rectal corticosteroids to spare systemic side effects. If the patient's symptoms are moderate to severe or 
if they have not benefited from rectal corticosteroid therapy, this is when oral therapy with corticosteroids is 
considered 


Initial therapy induces remission while maintenance therapy maintains remission. Maintenance therapy is 
recommended in mild to moderate UC after remission is achieved. Continuing oral or rectal 5-ASA would be 
the ideal maintenance therapy in this case. 


RATIONALE: 

Correct Answer: 

(Option #1): Once remission is achieved with 5- ASA, continue oral or rectal 5-ASA for maintenance. 
Incorrect Answer: 

(Option #2): Methotrexate is not the maintenance therapy of choice in mild UC. 

(Option #3): Corticosteroids are not used for maintenance therapy. 


(Option #4): Maintenance therapy is recommended for patients with mild to moderate UC who achieve 
remission. 


TAKEAWAY/KEY POINTS: 


Patients with mild ulcerative colitis who achieve remission with 5-ASA should continue therapy with oral or 
rectal 5-ASA as maintenance. 
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The correct answer is: Yes, start HP on a maintenance regimen of rectal or oral 5-ASA 


THE NEXT 5 QUESTIONS INCLUSIVE REFER TO THE FOLLOWING CASE: 


CRis a 27 year old male who comes to your clinic experiencing diarrhea and abdominal pain that is 
not relieved upon defecation. He complains that his symptoms get worse when he eats sı 
and that he has lost 12 pounds over the past month. CR is diagnosed with moderate righ 
Crohn's colitis. He has no medical conditions and known allergies. 


What initial pharmacotherapy do you recommend for CR? 


Select one: 


Prednisone ¥ 
Rose Wang (ID: 


moderate Crohn's. 


3212) this answer is correct. Prednisone is first line option for 


Subcut methotrexate % 
Sulfasalazine % 
Azathioprine X 


Marks for this submission: 1.00/1.00, 
TOPIC: Ulcerative Colitis (UC) / Crohn's Disease (CD) 
LEARNING OBJECTIVE: 

To understand the first-line therapy for moderate Crohn's 
BACKGROUND: 


Inflammatory Bowel Disease (IBD) is mainly made up of two disorders, ulcerative colitis (UC) and Crohn's 
Disease (CD). UC is a chronic inflammatory condition with periods of relapse and remission, limited to 
continuous, diffuse and shallow inflammation of the mucosal layer of the colon. It can present as chronic 
diarrhea, rectal bleeding and abdominal pain relieved by defecation (UC classic triad). CD is a chronic 
inflammatory condition that involves transmural, patchy and discontinuous inflammation which can result in 
skip lesions. Due to the different inflammation patterns of CD, sinus tracts occur leading to micro- 
perforations and fistulae. CD can present as abdominal pain, diarrhea and weight loss (CD classic triad), CD 
can also occur anywhere along the gastrointestinal tract (from mouth to anus) whereas UC is more localized 
to the terminal ileum, colon or rectum. There are two purposes of pharmacologic treatment in Crohn's 
disease. The first purpose is to induce remission, and the second purpose is to maintain remission. Different 
clinical classifications (mild, moderate, severe) have different treatments to induce remission. In moderate 
Crohn's disease remission is accomplished through the use of oral budesonide (if terminal ileum +/- right 
colon disease) or prednisone. Once remission is attained, maintenance therapy in mild-moderate Crohn's 
disease includes discontinuation of therapy or use of an immunomodulator (e.g. azathioprine, 6- 
mercaptopurine, or methotrexate). 


Prednisone is a first line therapy for the induction of remission of maderate Crohn's disease. Budesonide is 
not indicated as the terminal ileum is not involved in this situation. 


RATIONALE: 

Correct Answer: 

(Option #1): Prednisone is first line option for moderate Crohn's. 
Incorrect Answer: 


(Option #2): Methotrexate is not first line for moderate Crohn's. 
(Option #3): Sulfasalazine is only used if the patient has mild colonic Crohn's disease. 
(Option #4): Azathioprine is used for maintenance therapy. 
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The correct answer is: Prednisone 


CR is concerned about his weight loss and is wondering if he should take any supplements. The MD 
screened for any deficiencies and suspects iron deficiency anemia is present. 


Which supplement if any, would you recommend? 


Select one: 
Iron Y 
Rose Wang (ID:113212) this answer is correct. Iron is the treatment of choice for iron 
deficiency anemia. 
Folic acid # 
Calcium * 


No supplement required * 


Marks for this submission: 1.00/1.00. 

TOPIC: Ulcerative Colitis (UC) / Crohn’s Disease (CD) 

LEARNING OBJECTIVE: 

To understand potential nutritional deficiencies common with inflammatory bowel disease (IBD). 
BACKGROUND: 


Inflammatory Bowel Disease (IBD) is mainly made up of two disorders, ulcerative colitis (UC) and Crohn's 
Disease (CD). UC is a chronic inflammatory condition with periods of relapse and remission, limited to 
continuous, diffuse and shallow inflammation of the mucosal layer of the colon. It can present as chronic 
diarrhea, rectal bleeding and abdominal pain relieved by defecation (UC classic triad). CD is a chronic 
inflammatory condition that involves transmural, patchy and discontinuous inflammation which can result in 
skip lesions. Due to the different inflammation pattems of CD, sinus tracts occur leading to micro- 
perforations and fistulae. CD can present as abdominal pain, diarrhea and weight loss (CD classic triad). CD 
can also occur anywhere along the gastrointestinal tract (from mouth to anus) whereas UC is more localized 
to the terminal ileum, colon or rectum. 


Patients with Crohn’s disease (CD) can potentially have nutritional deficiencies due to decreased nutrient 
intake, loss of appetite, decreased absorption because of inflammation, and/or increased losses, because of 
excessive diarrhea or vomiting. Depending on the location of CD, absorption of various vitamins and minerals 
can be affected. For example, if the terminal ileum is affected, patients’ might have difficulty absorbing 
vitamin B12 from their diets, and require supplementation. 


Studies have shown about 39 to 81% of patients with inflammatory bowel disease have iron deficiency. Iron 
levels in these patients are assessed by measuring hemoglobin, serum ferritin, and C-reactive protein. 
However, some of these patients might show a “falsely” normal ferritin level because inflammation increases 
serum ferritin levels. 


RATIONALE: 

Correct Answer: 

(Option #1): Iron is the treatment of choice for iron deficiency anemia. 
Incorrect Answer: 


(Option #2): Folic acid is not the treatment of choice for iron deficiency anemia, 
(Option #3): Calcium is not the treatment of choice for iron deficiency anemia. 
(Option #4): Treatment for iron deficiency anemia should he initiated. 
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TAKEAWAY/KEY POINTS: 

IBD can lead to nutritional deficiencies due to issues with the absorption of certain vitamins and minerals. 
Appropriate labs should be completed to monitor and correct for any deficiencies. 
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The correct answer is: Iron 


CRs condition worsens to a severe level requiring hospitalization due to high fever despite use of oral 
corticosteroids for 2 days. The physician deems this patient to be at high risk of a poor prognosis. 


What would you recommend as the next step of treatment? 


Select one: 


Add AZA/6-MP or methotrexate % 
Oral prednisone X 


Start biologic ¥ 
AEN Rose Wang (ID:113212) this answer is correct, Biologic therapy is recommended in 


severe Crohn's at high risk of a poor prognosis. 


Surgery * 


Marks for this submission: 1.00/1.00. 
TOPIC: Ulcerative Colitis (UC) / Crohn's Disease (CD) 
LEARNING OBJECTIVE: 

To understand the treatment options severe Crohn's disease. 
BACKGROUND: 


Inflammatory Bowel Disease (IBD) is mainly made up of two disorders, ulcerative colitis (UC) and Crohn's 
Disease (CD). UC is a chronic inflammatory condition with periods of relapse and remission, limited to 
continuous, diffuse and shallow inflammation of the mucosal layer of the colon. It can present as chronic 
diarrhea, rectal bleeding and abdominal pain relieved by defecation. CD is a chronic inflammatory condition 
that involves transmural, patchy and discontinuous inflammation which can result in skip lesions. Due to the 
different inflammation patterns of CD, sinus tracts occur leading to micro-perforations and fistulae. CD can 
present as abdominal pain, diarrhea and weight loss. CD can also occur anywhere along the gastrointestinal 
tract (from mouth to anus) whereas UC is more localized to the terminal ileum, colon or rectum. 


There are two purposes of pharmacologic treatment in Crohn's disease. The first purpose is to induce 
remission, and the second purpose is to maintain remission. Different clinical classifications (mild, moderate, 
severe) have different treatments to induce remission. 


In severe Crohn's disease remission is accomplished through the use of oral prednisone or biologic therapy 
+/- azathioprine, 6-mercaptopurine or methotrexate +/- prednisone. The choice of therapy depends on 
whether patients are at low risk or high risk of a poor prognosis. Those at high risk of a poor prognosis 
should initiate biologic therapy. If severe refractory cases, surgery may be required. 


RATIONALE: 
Correct Answer: 
(Option #3): Biologic therapy is recommended in severe Crohn's at high risk of a poor prognosis. 


Incorrect Anwer: 
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(Option #1): Symptomatic remission has not yet been achieved and biologic therapy is indicated. 
(Option #2): CR's condition has worsened despite already being on oral corticosteroid therapy. 
(Option #4): Surgery is the last line and is reserved for patients with severe Crohn's disease that doesn't 
respond to biologic therapy. 


TAKEAWAY/KEY POINTS: 
In patients with severe Crohn's at high tisk of a poor prognosis, biologic therapy is indicated. 
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The correct answer is: Start biologic therapy 


Assume CR was initially started on oral prednisone 60 mg/day but after 12 weeks was unsuccessful in 
achieving remission. They are still ambulatory. 


What do you recommend as the next step of treatment? 


Select one: 


6-mercaptoputine X 


Azathioprine X 

Infliximab ~v 

cand Rose Wang (ID:113212) this answer is correct. CR is not responding to high doses 
azathioprine of prednisone (steroid-refiactory) and requires an alternative treatment regimen. 


No modification to the current regimen is required * 


Maris for this submission: 1.00/1.00, 
TOPIC: Ulcerative Colitis (UC) / Crohn's Disease (CD) 

LEARNING OBJECTIVE: 

To understand how to manage steroid-resistant Crohn's disease. 

BACKGROUND: 

Inflammatory Bowel Disease (IBD) is mainly made up of two disorders, ulcerative colitis (UC) and Crohn's 
Disease (CD). UC is a chronic inflammatory condition with periods of relapse and remission, limited to 
continuous, diffuse and shallow inflammation of the mucosal layer of the colon. it can present as chronic 
diarrhea, rectal bleeding and abdominal pain relieved by defecation. CD is a chronic inflammatory condition 
that involves transmural, patchy and discontinuous inflammation which can result in skip lesions. Due to the 
different inflammation patterns of CD, sinus tracts occur leading to micro-perforations and fistulae. CD can 


present as abdominal pain, diarrhea and weight loss. CD can also occur anywhere along the gastrointestinal 
tract (from mouth to anus) whereas UC is more localized to the terminal ileum, colon or rectum. 


There are two purposes of pharmacologic treatment in Crohn's disease. The first purpose is to induce 
remission, and the second purpose is to maintain remission. Different clinical classifications (mild, moderate, 
severe) have different treatments to induce remission. 


In steroid refractory CD, therapy involves biologic therapy +/- an immunomodulator (e.g. azathioprine, 6- 
mercaptopurine or methotrexate) or subcut methotrexate to induce remission. 


RATIONALE: 
Correct Answer: 
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Incorrect Answer: 


(Option #1): 6-mercaptopurine is used for maintenance of remission. 

(Option #2): Azathioprine is used for maintenance of remission. 

(Option #4): CR is still experiencing symptoms after an adequate trial of corticosteroid therapy thus 
modification of treatment is required. 


TAKEAWAY/KEY POINTS: 


For steroid refractory Crohn's disease, consider treatment with biologic therapy (e.g. infliximab, adalimumab) 
+/- an immunomodulator (e.g. azathioprine, 6-mercaptopurine or methotrexate) or subcut methotrexate. 
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The correct answer is: Infliximab and azathioprine 


CR has now successfully induced remission with infliximab + azathioprine. 
Does CR require maintenance therapy? 


Select one: 


Yes, prednisone ¥ 

Yes, {v 

infiximab Rose Wang (ID:113212) this answer is correct. Biologic therapy can be used to 
maintain remission in steroid-refractory Crohn 5 disease patients. 


Yes, budesonide X 


No, maintenance therapy is not required X 


Marks for this submission: 1.00/1.00. 


TOPIC: Ulcerative Colitis (UC) / Crohn's Disease (CD) 

LEARNING OBJECTIVE: 

To understand the maintenance therapy in patients with steroid refractory Crohn's disease. 
BACKGROUND: 


Inflammatory Bowel Disease (IBD) is mainly made up of two disorders, ulcerative colitis (UC) and Crohn's 
Disease (CD). UC is a chronic inflammatory condition with periods of relapse and remission, limited to 
continuous, diffuse and shallow inflammation of the mucosal layer of the colon. It can present as chronic 
diarrhea, rectal bleeding and abdominal pain relieved by defecation. CD is a chronic inflammatory condition 
that involves transmural, patchy and discontinuous inflammation which can result in skip lesions. Due to the 
different inflammation patterns of CD, sinus tracts occur leading to micro-perforations and fistulae, CD can 
present as abdominal pain, diarrhea and weight loss. CD can also occur anywhere along the gastrointestinal 
tract (from mouth to anus) whereas UC is more localized to the terminal ileum, colon or rectum. 


There are two purposes of pharmacologic treatment in Crohn's disease. The first purpose is to induce 
remission, and the second purpose is to maintain remission. 


In IBD, some therapies can be used for both remission and maintenance such as 5-ASA/mesalamine, 
sulfasalazine, and biologic therapy (e.g. infliximab, adalimumab). Some therapies are only used for 
maintenance and not induction of remissions such as immunomodulators (e.g. azathioprine, 6- 
mercaptopurine or methotrexate). Some therapies can only be used to induce remission and not for 
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achieve remission in IBD and not for maintenance due to severe side effects from long term use such as 
osteoporosis and avascular necrosis of the femoral head. 


In steroid refractory CD, it is reasonable to continue biologic therapy for maintenance therapy once 
successful induction of remission is achieved. 


RATIONALE: 
Correct Answer: 


(Option #2): Biologic therapy can be used to maintain remission in steroid-refractory Crohn's disease 
patients. 


Incorrect Answer: 


(Option #1): Corticosteroids should only be used for induction therapy. 
(Option #3): Corticosteroids should only be used for induction therapy. 
(Option #4): Maintenance therapy is required for patients with steroid refractory Crohn's disease. 


TAKEAWAY/KEY POINTS: 


For long-term maintenance of remission of steroid refractory CD, biologic therapy can be used as 
maintenance therapy. 
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The correct answer is: Yes, infliximab 


Finish review 
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